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and transdiciplinary approach was the key because like 
Rosenfi eld said: »it provides the critical element missing 
from collaborative research as the latter has developed in 
the 1980’s and 1990’s«4.
Transdisciplinary research counts on the common 
work of professionals from different disciplines who use 
shared conceptual framework, blurring the borders be-
tween disciplines to construct together new theories, con-
cepts and methods that allow to deal with the common 
problem in a new and holistic way; developing new concep-
tual and empirical analyses. It can provide »a more com-
prehensive organizing construct that more closely repre-
sent the historical and present-day reality in which health 
problems are situated«4.
As we can observe through the experience done by sev-
eral research projects there is no doubt that a participa-
tory methodology in research brings a lot of advantages 
such as: horizontal communication, symmetric relation-
ships and reciprocity among researchers and informants, 
it promotes the dialogue and the debate among partici-
pants, it is nourished by the members of the group’s plural-
ity knowledge (laity and expert), and it achieves that all 
the participants could feel themselves as an integral and 
active part of the research, among others. To be able to 
count with these advantages in our research projects is 
The use of participative methodologies as a way of ap-
proaching anthropological research is a trend that is in-
creasing in the last years. Each time more researchers 
decide to use this methodological approach in their proj-
ects and investigations; because it provides interesting 
and meaningful results both in an academic and practical 
way. But this methodology is not as new as somebody could 
think. Since the beginning of 1940, and increasingly since 
1960, a lot of participative initiatives have been document-
ed (mainly in Latin America) addressed to become the 
community participation into the key element in the 
health attention fi eld1. It was not until the meeting of 
Alma Alta, which took place in 1978, that the participa-
tion in health was defi ned and considered as the corner-
stone of the strategy in primary attention in health; pro-
mulgating in it the goal of Health for All by the year 20002. 
After that, in 1986, at the fi rst International Conference 
of Health Promotion in Ottawa the basic guidelines to im-
prove a »Health for All« were established: social participa-
tion and inter-sectoriality3. The increasing use of trans-
disciplinary methodology occurred in parallel during this 
decade with »a profusion of projects drawing together so-
cial and health scientists to study and recommend solu-
tions for a wide range of health problems«4, what is not a 
coincidence. »New modes of thinking and action and new 
ways of relating to other modes of thought were required«4 
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always interesting, but for working in fi eld of health it is 
particularly recommended5–9. And if moreover we have the 
chance to work in a transdisciplinary research team both 
the process and the results will be enhanced10,11, as I am 
going to show along this paper, depending on our research 
experience focused in adolescent mental health.
The importance of working in transdisciplinary teams 
in a participative way in the fi eld of health resides, be-
tween other factors, is the omnipotent infl uence of what it 
is known as »Medical Hegemonic Model« (Modelo Médico 
Hegemónico). This model generates, in a very subtle way, 
deep and important asymmetries in both the relationships 
and the working with the health care system. The major-
ity of participative processes in health are infl uenced by 
the biomedic hegemony and its inherent asymmetry12. The 
Medical Hegemonic Model is defi ned by Menéndez like: 
»the combination of practices, knowledge and theories gen-
erated by the development of what is known as a scien-
tifi c medicine, which has been making to leave as subor-
dinates to the set of practices, knowledge and ideologies 
that dominated in the social groups, to identify itself as 
the only way of addressing discomfort, legitimized by both 
scientifi c criteria and the State«13.
According to this concept we could observe how the 
specifi c social involvement of the health sector is under 
the biomedical paradigm. It »has infl uenced a particular 
view on the importance of the scientifi c physician, which 
in practice means less legitimacy of medical and other 
professionals«14 »and the community in general to take 
decisions related to the fi eld of knowledge of the profes-
sional producing a kind of resignation to control resources 
and meanings in relation to their own health«3. For ex-
ample the treatments and therapies that the public state 
health considers to be valid and effective and that there-
fore it offers citizens are exclusively those of biomedical 
type, where the opinion of the scientifi c physician is the 
only valid. If the patient wants to realize a type of treat-
ment different from the biomedical one it has to resort to 
the private sector and fi nances it by himself.
In fact the fi gure of the doctor and the whole health 
team is still positioned in a place that in related terms has 
such asymmetry that makes it diffi cult to carry forward 
greatly cutting participatory processes. In order to over-
come this situation and to advance participation in health 
the question of the Medical Hegemonic Model becomes 
necessary as source of defi nition and mediator of any pro-
cess of social participation.
Mental health is a subfi eld where this omnipotence of 
the Medical Hegemonic Model and its consequences are 
easily observed. The stigmatization of the patients in-
creases the named asymmetry, positioning in this way the 
persons in an even lower location. In order to fi ght against 
this phenomenon a lot of creative initiatives have emerged 
in this subfi eld during last decades15–18. It is seen that the 
implementation of participative projects in mental health 
helps to put mental health patients in a better position, 
considering them as citizens with the same rights and 
obligations as the others19. Participation in Mental Health 
contributes to give to the people a new and different place 
to create new roles and relations, far from the common 
places characterized by the medicalization and stigmati-
zation20. People with mental health problems need to have 
meeting points where the stigma of mental health is not 
present21. It is in these new spaces where their experi-
ences and narratives are listened to and valued. It is the 
use and sharing of this »expert/ lay knowledge« obtained 
through Participation in Mental Health which could con-
tribute to promote initiatives to overcome the asymmetry 
of the health care system.
Our research project becomes a good example of this 
fact. It is entitled: »The emotional distress of adolescents: 
lifestyles, mental health, and lay strategies used in man-
aging adversity«. It is funded by the Spanish Ministry of 
Science and Innovation, and by TV3’s Marató Foundation, 
which started in 2009. The main aim of our project was 
to analyze the social profi les of adolescents with depres-
sive or anxiety disorders and/or subclinical distress, and 
whether they use or avoid the mental health services.
Avoidance
Mental health problems – particularly subclinical dis-
tress conditions, depression and anxiety – are common in 
adolescents and young adults. In Catalonia, the preva-
lence of mood disorders is 14.3% and the prevalence of 
anxiety disorders is considerably higher (31.9%). Despite 
this, young people are the age group that makes the least 
use of mental health services. The studies carried out by 
Merikangas et al.22 and Gulliver, Griffi ths and Chris-
tensen23, among others, have found that in many high-
income countries only 18–34% of adolescents with diag-
nosable depressive disorders or anxiety disorders are 
treated by mental health professionals, even when the 
service is provided free of charge by the national health 
system. In order to investigate and analyze this phenom-
enon a transdisciplinary team composed of several profes-
sionals from social and health sciences was recruited; 
designing together this participative research-action proj-
ect which counted with the active collaboration of adoles-
cents and young people.
Ours is the fi rst systematic study to have been made 
in Spain on non-help-seeking among adolescents and 
young adults with depressive mental distress. The objec-
tive of this article is to show, from our own experience, the 
potentials that this kind of participatory research-action 
would make on a transdisciplinary mode. Presenting for 
this two of the main materials that have been emerged 
like relevant results in our research project: a Guide of 
Best Practices and a Documentary Film.
Materials and Methods
We used a mixed methods approach to analyze this 
phenomenon: quantitative-qualitative. First we made a 
statistical analysis of the Panel of Families and Childhood 
(PFC), a database drawn up after a longitudinal study of 
more than 3000 Catalan adolescents designed by the Con-
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sorci Institut d’Infància i Món Urbà (CIIMU).The PFC 
was a longitudinal sociological study done in four waves. 
It started in 2006 selecting a representative sample of 
3004 adolescents living in Catalonia, who were born be-
tween 1990 and 1993. New cohorts were included each 
year during the PFC investigation24–26. The PFC followed 
a multi-phase sampling. 70 educational centers from all 
the Catalan territory were selected. The 3004 informants 
were recruited from these centers; and they were asked 
about negative emotional states using a self-reported scale 
(years 2007–2008) and about the previous existence of a 
depression/anxiety diagnosis (years 2006 and 2010), 
among lots of other factors. The fi rst stage of our project 
consisted of analyzing all the quantitative data compiled 
in the SPSS database from this Panel (PFC), which lasted 
one year.
Secondly we made an ethnographic study of 105 cases 
selected from this big sample. The ethnographic method 
was used because the dialogic relationship it provides sup-
plies the epistemological and methodological base to situ-
ate us »between« the lay and the professional groups27 thus 
enabling us to better understand the different vital worlds 
of those who belong to this avoidance cycle.
The recruitment of this second stage was done with the 
propensity matching score technique, obtained through 
the base of observable predictors with a logistic regression 
analysis. This technique was used because it attempts to 
estimate the effect of a treatment, policy, or other interven-
tion by accounting for the covariates that predict receiving 
the treatment. And it attempts to reduce the bias due to 
confounding variables that could be found in an estimate 
of the treatment effect obtained from simply comparing 
outcomes among units that received the treatment versus 
those who did not. These reasons make this technique the 
best one for the development of our research project. 50 
young people were selected for each of the three groups:
1 – Subjects with depression/anxiety diagnosed at the 
fi rst or fourth wave of the PFC according with the 
narrative of their parents (the question was about 
the existence of a professional diagnose of depres-
sion/anxiety)
2 – Subjects with self-perceived depressive discomfort 
at the second and third waves, but without a profes-
sional diagnose.
3 – Subjects without self-perceived discomfort or diag-
nose.
This quantity is owing to a criterion of convenience. 
The objective was to fi nd a group without diagnostic but 
with high discomfort, in order to compare it with the group 
of young people with diagnose. Sample attrition occurred 
in cases of change of residence, inability to contact the 
subject, or subjects who declined to be interviewed, and in 
the end 105 subjects were interviewed: with diagnose = 
37, discomfort = 33 and control = 35.
At the beginning of this second stage, the 105 partici-
pants from the sample were given a semi-structured in-
terview. These interviews focused on exploring the par-
ticipants’ explanatory models, reasons for not seeking 
professional help and strategies of self-care. This informa-
tion was stored and analyzed using the Altlas.ti software.
Subsequently, four focal groups were set up – three 
formed of young people and one of mental health profes-
sionals (including psychologists, social workers, psychia-
trists and nurses) – which were used to triangulate the 
results of the interviews.
Young people in the focal groups were recruited from 
the 105 sample, including informants from the three dif-
ferent sub groups (Table 1). First, the young people in the 
TABLE 1
SELECTION OF THE SAMPLES IN THE DIFFERENT STAGES OF THE RESEARCH’S PROCESS
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three focal groups were asked about their perception of the 
system, the health institutions and the health profession-
als, what they knew about them, the possible causes of 
avoidance, and the recommendations that as potential us-
ers they felt they would make to overcome the obstacles 
they had detected.
Then the health professionals were asked about the 
same issues as the young people. They were provided with 
the information gleaned from the young people in the pre-
vious focal groups so that they would be aware of their 
opinions about the phenomenon of the avoidance cycle and 
would have a base on which to generate new contributions.
Once all the information compiled from the four focal 
groups had been analyzed, a mixed discussion group was 
set up consisting of young people and professionals. This 
group discussed and debated the main obstacles prevent-
ing access to services perceived by both groups and the 
recommendations that had been made to overcome these 
obstacles. The horizontal communication and the sym-
metrical and reciprocal relations between the young peo-
ple and the professionals (essential qualities in a good 
participative model) characterized this discussion group.
The process of drawing up the Guide to Good Practices 
was cooperative and participative, and involved the joint 
work of researchers, young people and mental health pro-
fessionals. The obstacles perceived by both groups were 
compiled and debated in a deep way during the focal and 
discussion groups, trying in all moments to distinguish, 
to demonstrate and to analyze all the possible reasons of 
this miss-use of mental health services. During this fi rst 
step of dialogue between the key actors a lot of interesting 
topics emerged. This point was a very interesting critical 
analysis in which the different fi elds of professional knowl-
edge and the lay knowledge were heard, valued and con-
sidered in the same decisive way. Integrating thus the 
different fi elds of expertise of the principal actors; which 
is another essential point in the participative research-
action29 developed by a transdisciplinary research team. 
In a second term the process to decide the ways in which 
these obstacles could be overcome by following the same 
interactive and co-constructing process; analyzing and 
debating collaboratively all the possible solutions and its 
advantages and disadvantages.
All this rich information was compiled and organized 
by the researchers, and a fi rst draft of the guide was pro-
duced. This preliminary document was revised by the 
professionals and young people participating in the focal 
and discussion groups. And all the commentaries, sugges-
tions and recommendations about both contents and struc-
ture were taken into account to do the fi nal text. The coor-
dination of The Guide was developed by a transdisciplinary 
team composed of a doctor, a social worker, a psychologist 
and an anthropologist, all of us specialized in medical 
anthropology. Being thus this Guide the result of a par-
ticipative, interactive and transdisciplinary effort by three 
different groups. In last term, before the publication of The 
Guide, it was revised by external reviewers, in order to 
verify the understanding and the qualities of the con-
structed material. Finalizing in this way an enriching and 
long process.
Once this process was ended another was started: the 
creation of a documentary about the adolescence. Follow-
ing one of the recommendations made in the Guide our 
research team decided to create a documentary pro nor-
malization of this vital period and the discomforts of it.
To achieve this aim we counted with the collaboration 
of transdisciplinary professionals specialized in the areas 
of journalism, documentaries, anthropology and medical 
anthropology. Increasing in this way our transdisciplinary 
team.
First of all the script of the documentary was written, 
inspired by those key points that were cited like recom-
mendations in the Guide to fi ght against stigmatization. 
In order to follow the logic of the project two different 
kinds of »actors« were recruited: mental health profession-
als and young people. We contacted with some of those 
professionals that collaborated with us to create the Guide 
of Best Practices, and with young people from the sample 
(some of them that collaborated in focal and discussion 
groups, and others that collaborated only in the inter-
views).
The aim was to create a dialogue between the two main 
actors involved (professionals and young people) articulat-
ing their points of view. Two different interview guides 
were made: one for the professionals and other for young 
people. Interviews were done separately with each par-
ticipant. The shooting team was compound by a documen-
tary fi lm maker and an anthropologist add a journalist 
fi lming the scene (image and sound) and a journalist and 
medical anthropologist doing the interviews. Once all the 
interviews were done the shooting team did the production 
and composition process jointing the different frames of 
each interview to create a dialogue formed by all the par-
ticipants in the documentary fi lm.
Results
This paper presents two of the main materials resulted 
of our investigation that was done in a transdisciplinary 
way: 1) the Guide of Best Practices in adolescent mental 
health, and 2) the Documentary Film focused on adoles-
cence.
Guide of Best Practices in adolescent mental 
health
The Guide of Best Practices for the attention to pshy-
cho-emotional problems in adolescents and young adults 
is a brief and very practical material which has been cre-
ated as an answer to a detected need: the phenomenon of 
infra-utilization of mental health services for young people 
in front of situations of depression and anxiety mainly, but 
also against the rest of the typical discomforts of this vital 
period. This Guide is the result of collaborative work and 
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refl ection done in a participative research-action way with 
a transdisciplinary team. Which has followed the specifi c 
objective of encouraging the refl ection as an instrument 
of improvement.
The text is organized in ten main topics that were de-
tected during the collaborative work with the profession-
als and young people during the discussion and focal 
groups: 1) Health promotion and prevention, 2) Normaliza-
tion and destigmatization, 3) Formation (in adolescence 
and mental health), 4) Coordination and networking, 5) 
Accessibility, 6) Planning and organization, 7) Quality of 
communication, 8) Clinical attention, 9) Participation, and 
10) Investigation.
Each one of these ten points is composed of several 
sections which help the reader to understand each topic 
and the importance of it, explains the different obstacles 
detected around it, and gives diverse recommendations 
made to save the named obstacles, ending with a section 
that suggests some questions to promote the self-refl ection 
through the self-evaluation.
It is not possible to explain in depth in this paper all 
the complete content of the Guide. Nevertheless, I would 
like to mention some of the main lines that have been 
worked on so as to give a more specifi c idea of the shortcom-
ings found and the action recommended for improvement. 
The key topics of the guide are listed below (Table 2).
These key topics emerged from the debate and dialogue 
created in the focal and discussion groups. Young people 
from the sample (aged between 18 and 21 years old) and 
professionals whom work in mental health services is ad-
TABLE 2
TOPICS OF THE GUIDE OF BEST PRACTICES WITH EXAMPLES OF OBSTACLES AND RECOMMENDATIONS
Topics Obstacles Recommendations
1. Promotion and 
prevention of health
Absence of collaborative labor between 
families and services of youth attention.
Reinforce and promote networking between all health 
services, young people and their families.
2. Normalization and 
Destigmatization
Strong stigma associated to mental health 
discomforts.
Campaign of normalization in mass media.
Speeches about mental health to young people, families and 
non-sanitary professionals to break clichés.
3. Formation in 
adolescence and 
mental health
Tendency of adults to:
1) Problematize typical vital events of the 
adolescence.
2) Devalue the teenagers’ knowledge about 
their own discomfort. 
1) Do courses and formation in which design and develop are 
included adolescents that explain their own experience.
2) Integrate adolescents in the formation process counting 
with their own experience and expertise.
4. Coordination and 
networking
Lack of integral attention that involves 
all the attention services existents.
Foment the coordination and cohesion between all kind of 
services, and to make possible the integral attention of 
young people.
5. Accesibility
 ● 5.1. General 
accessibility
1) Attention timetables are the same 
than school timetables.
2) Centralist location of services.
3) Mistakes in the derivation process. 
Professionals only attend pathological 
discomforts.
1) Attention timetables out of time of classes.
2) Distribute little services in a more homogenous way in 
the territory.
3) Attend quotidian problems related with crises of the vital 
cycle, not only the pathological ones.




Lack of information about the services, 
the place they are, the work that the 
professionals could do there, ways to 
access there, requisites to be admitted, 
which problems could be treated there, 
which kind of professionals are there, 
which kind of treatments and therapies 
are offered there.
1) Publish materials to spread this information.
2) Create information points out of the health services, 
where young people could go and ask about their doubts on 
mental health and services.
3) Use new technology and create virtual spaces attends by 
health professionals where young people could ask about 
their mental discomforts. 
6. Planifi cation, 
organization and 
programming of the 
service




the service to 
adolescent public.
1) Temporality of the visits: Too short 
visits, and too much wait between one 
visit and another.
2) Lack of professionals: there are not 
psychologists in primary care centers.
1) To make possible an early attention in the fi rst visit and 
shorter the time between visits.
2) Put psychologists in primary care centers to facilitate the 
accessibility and to contribute to the normalization of 
psych-emotional discomforts.
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dressed to young people (psychiatrist, psychologists, nurs-
es, social workers and doctors) talked, fi rst separately 
(professionals in one hand and young people in the other 
hand) and secondly together, about the problems they 
think exist around infra-utilization of mental health ser-
vices.
Despite the fact that they seem to belong to different 
and separate worlds, not all the problems listed in one 
group and the other were completely different. Many of the 
obstacles and the reasons for them, detected by one group 
were not detected by the other, but they were not as dis-
tant as they could initially think, because there were also 
a lot of points in which they agreed completely. There were 
a lot of similarities in the key points argued by the two 
groups, which were mentioned and deeply addressed in 
the fi nal mixed discussion group. The fact of joining the 
two actors in a same session nourished the results emerged 
for both show the obstacles and suggest recommendations. 
Making possible in this way to address the problems de-
tected since diverse perspectives of the actors involved.
In order to read in more detail the different topics, and 
the guide itself you could fi nd and download the Guide for 
free in Spanish, Catalan and Italian in this link http://
publicacionsurv.cat/llibres-digitals/antropologia-medica.
Documentary fi lm
In relation to the documentary fi lm the result was a 
brief fi lm of 27 minutes long, which joins the discourses of 
professionals and young people, creating an interactive 
dialogue. The name of the fi lm is: »Adolescències: crisi, 
malestar i creximent« which means »Adolescence: crisis, 
discomfort and growth«. The original version is in Span-
ish and Catalan, because in this way each speaker talked 
in the language in which she/he was more confi dent and 
comfortable. The objective of the fi lm was to normalize and 
destigmatize the adolescence and its discomforts. To 
achieve this objective some crucial topics to destroy the 
prejudices around this vital period. The participants in 
the fi lm are four professionals of mental health care (psy-
chiatrists, psychotherapists, and psychoanalysts) and six 
young adults (three girls and three boys). All the actors 
answered the same questions, and after that the shooting 
team selected specifi c fragments to create the fi nal joint 
dialogue. Topics treated in the fi lm are: the defi nition of 
the adolescence; the crises and discomforts related with 
this vital period and their causes; the importance of social 
relations (families and friends); the process of transition 
between childhood and adulthood, the elections and re-
Topics Obstacles Recommendations





Lack of systems of evaluation about the 
users’ satisfaction.
Create systems of evaluations about the satisfaction of the 
users and their families to enhance the services.
7. Quality of the 
communication
1) Too much professional argot and lack 
of colloquial and close language.
2) Vertical communication between 
professionals and adolescents.
1) Avoid unnecessary professional argot to facilitate the 
comprehension.
2) Horizontal communication to obtain the users comfort, 
and therapeutic link.
8. Clinical attention
 ● 8.1. Clinical 
history
Lack of adaptation of the clinical history 
to adolescent patient.
Adapt clinical history including:
Psychosocial stressors from this vital phase, compile the 
patient narrative, compile dates about the context, take in 
account their values, hopes, experiences, etc.
 ● 8.2. Diagnoses 1) Too biomedical diagnoses, lack of 
considerations about contextual factors.
2) It is not born in mind the subjectivity 
of the suffered discomfort.
1) To do psychosocial diagnoses too.
2) Value the lay knowledge of adolescents about their own 
discomfort.
 ● 8.3. Treatments 1) Problems related with evolutionary 
crises there are not taken into account.
2) Alternative therapies there are not 
offered.
1) Attend problems related with evolutionary crises.
2) Offer alternative therapies adequate to adolescent public.
 ● 8.4. Professional-
patient relation
1) Professional passive hearing.
2) Distant professional manner.
1) Professional active hearing.
2) Closer professional manner.
9. Participation Lack of spaces for patient’s participation. Create canals for increase the participation.
Promote patients participation in their plans of treatment.
10. Investigation Professionals are used to see investigation 
like something distant to their 
professional practice.
Promote the development of researches focused in the 
improvement of attention services.
Promote the culture of research by the recognition of this 
kind of work.
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sponsibilities that it implies; the searching for answers to 
solve their problems; the different ways to manage these 
problems and the process of help-seeking (friends, family, 
music, party, sport, etc.); coping strategies; non-help-seek-
ing of professionals assistance and the reasons of it; stig-
matization of mental discomforts; obstacles detected for 
the infra-utilization of mental health services; and the 
recommendations to solve these obstacles. Collecting in 
this way the main topics treated in our research project, 
giving at the same time a global and concise view of it and 
its results.
In order to access to the documentary fi lm you can fi nd 
it with English subtitles in this link for free: http://antro-
pologia.urv.es/adolescentes/. The documentary is also 
available with Portuguese, Italian, Spanish and Catalan 
subtitles (If you need it in these other languages you could 
contact us and ask for it, we will send it to you).
Discussion and Conclusions
Achieving a good health care system which works for 
and to the whole society is possible, but reaching this ob-
jective is impossible if the opinions, needs and feelings of 
the people are not taken into account. The management 
of social and health problems should be thought about 
starting from the opportunities and from the practices 
that promote the recognition of the involved collectives29,30. 
Is the participation of the different actors involved which 
makes possible the real integration of both the knowledge 
and its protagonists. Achieving a new syncretic knowledge 
which exceeds the addition of the individual parts31.
The fi eld of health is a very broad fi eld which englobe 
a very wide range of topics and phenomena. All these 
kinds of phenomena could be addressed from very differ-
ent areas of expertise, from biological sciences to statistics, 
epidemiology, medical sciences and social sciences among 
others. Each one of these arenas of expertise could give a 
specifi c and particular vision under the phenomenon, con-
tributing to the global knowledge around the phenomenon 
itself, nourishing it with new hypothesis, methods and 
theoretical paradigms. But the results of this action are 
many investigations focused in the same topic, but ad-
dressing it in a disconnected way; providing us with in-
teresting but partial and unifocal views. In order to over-
come this limitation several concepts have emerged during 
these past decades: interdisciplinary, multidisciplinary 
and transdisciplinary. All these three concepts involve in 
different ways the articulation of several areas of exper-
tise to address a specifi c research topic4,30,32–37.This articu-
lation contributes to enhance the research nourishing it 
with different expert wisdom in an interconnected way 
that results in a deeper and multifocal knowledge.
Several investigations done during last years have 
demonstrated that the use of this kind of research to deal 
with health problems is worthy, because it produces inter-
esting and qualitative different results; becoming a good 
alternative approach to produce new knowledge4,38,39. 
Transdisiciplinarity must be seen in this way like a pro-
cess, an action strategy, addressed to the transformation 
of science enabling the emergence of new paradigms in the 
scientifi c fi eld and new action strategies in the social prac-
tice.
Transdisciplinarity by itself is recommendable, but if 
in addition we decide to work in a participative way it 
could be even better; because working in a participative 
research-action project with a transdisciplinary research 
team brings us many interesting advantages and more-
over if we work in the fi eld of health.
Participative research-action is the best way to work 
to integrate, in an equitable and integrative way, the 
voices of all the groups involved; overcoming the asym-
metry and creating horizontal relations to deal with 
health care problems in a holistic and integrative way. 
Because as we have seen the use of participative meth-
odologies as a way of approaching anthropological re-
search could help us to have a better engagement with 
our informants which results in their empowerment and 
in their implication in the research project; contributing 
fi nally to all these steps to create collaborative forms of 
anthropological knowledge.
Is for this reason that one of the most important key 
points that we must take into account when we want to do 
a participative research-action project is to identify the 
interested collectives in solving and /or maintaining the 
problem40. In order to work in a proactive way to solve the 
problem we need to give voice to all the parts and promote 
a horizontal dialogue between them; collecting all the dif-
ferent points of view to have a complete and global view of 
the phenomenon. Being the interested parts in our project 
the mental health care professionals (psychologists, social 
workers, medical anthropologists, nurses and psychia-
trists) and the young people from Catalonia, as I explained 
before. Another essential point in this kind of research is 
the participation of all the subjects as active and respon-
sible of the decision making during the entire project. 
Thus all the persons involved in it (researchers and infor-
mants) are responsible and important in the same grade, 
and the project belongs to all of us in the same measure.
The variety of the composition of the team is another 
key point that we must take into account because it en-
riches both process and results of investigation, giving us 
the extra value of approaching to non-help-seeking phe-
nomena from different areas of knowledge. This point in 
addition to the social utility of the obtained knowledge 
transforms our research in an enhanced and practical re-
search. The results of this kind of project have not only 
academic repercussion, but they have a pragmatic charac-
ter too. As we have demonstrated with the creation of 
these two practical materials: the guide of best practices 
and the documentary fi lm. The working system tries to 
fi nd a balance between the prearranged designs and the 
emergent ones, combining the systematic character with 
the fl exibility and the sensibility to the demands of the 
environment and establishing its effi ciency in the theo-
retical – practical base, the integration of the knowledge 
of the own protagonists, the intersubjective check and the 
social usefulness of the knowledge29. In our case it results 
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of usefulness to reduce the gap between discourse and 
practice, and to have repercussions in the inequalities in 
health41. In a more specifi c way it helped to us to remove 
the barriers detected in the process of non-help-seeking, 
to help to improve in this way the professional practices 
and the access to specialized services, and to contribute 
to the normalization of the adolescence and its inherent 
discomforts between other multiple aspects.
But if we want to do a research like this we must keep 
in mind that it requires a hard work and deep preparation 
too: to achieve our goals working in a transdisiciplinary 
team »each team member needs to become suffi ciently 
familiar with the concepts and approaches of his/her col-
leagues as to blur the disciplinary bounds and enable the 
team to focus on the problem as part of broader phenom-
ena: as this happens, discipline authorization fades in 
importance, and the problem and its context guide an ap-
propriately broader and deeper analysis«4. The crucial 
point to achieve the success around this concept and its 
practice was given by Almeida Filho in 2000: »the basis 
resides in the possibility of communication not between 
disciplinary fi elds, but between agents in each fi eld, 
through the circulation not of the discourses, but of the 
subjects of the discourses«42, and »those agents from the 
scientifi c practice whom have access to a transdisicplinar 
formation are whom can transit between at least two dis-
ciplinary fi elds«42, like is the case of current medical an-
thropologists, who move around medical and social sci-
ences.
Finally in order to sum up we could say that our ex-
perience shows that the use of a methodological approach 
based on the participative research-action and carried 
out by a transdisciplinary team of health and social sci-
ences researchers enriches both the process of investiga-
tion, the obtained results and the produced materials. 
Articulation of these complementary approaches allowed 
us to create a transdisciplinary dialogue which nour-
ished from interconnected knowledge, contributing to 
increase a more practical knowledge, fruit of the union 
of shared wisdoms.
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ISTRAŽIVAČKOM TIMU MEDICINSKE ANTROPOLOGIJE
S A Ž E T A K
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